It has often been suggested in the literature on pregnancy loss, that parents run a high risk of complicated or pathological grief as a result of the specific characteristics of such loss. What confuses the issue is that pathological grief has been defined in various ways. In the interest of improving professional care, it is important to ascertain how pathological grief manifests itself and which parents are most likely to have problems coping with pregnancy loss and therefore develop pathological grief reactions. Given the lack of clarity regarding the concept of pathological grief following pregnancy loss, this article reviews empirical studies on pathological grief following pregnancy loss according to four subtypes derived from general bereavement literature: chronic grief, delayed grief, masked grief, and exaggerated grief. It can be concluded that in the first six months following pregnancy loss, psychological complaints, behavioral changes, and somatic complaints are fairly common responses. Approximately 10-to-15 percent of the women develop a psychiatric disorder during the first two years following such loss, and less than 10 percent seek specific psychiatric care. Parents often mourn the loss of their baby for more than a year; one in five women is unable to accept pregnancy loss after approximately two years. A delayed grief reaction occurs in about 4 percent of parents and seems to occur most often in men. It is suggested that developing pathological grief following pregnancy loss may be more uncommon than had previously been thought, and the long-held idea that parents run a higher risk of pathological grief following pregnancy loss seems partly to result from flaws in the empirical studies in this field. A large majority of women seem to be able to recover from pregnancy loss in due time, drawing on their own strength.
The psychological impact of pregnancy loss on parents has long been a neglected subject of study. Research in this area began only two decades ago [ 1-41. Contrary to earlier beliefs, it is now common knowledge that parents mourn their lost baby and that bereavement reactions resemble those observed in individuals who have lost a significant other. Following pregnancy loss, parents experience feelings of shock and disbelief [5, 6] , of anger, guilt, and intense distress . Such reactions as depressed mood, feelings of anxiety and irritability, sleeping and eating disturbances, lessened activity or apathy, and decreased self-respect are also often reported [6, 7, . All of these are considered to be quite normal grief reactions. However, many authors suggest that in a pregnancy loss there is a relatively high risk of complicated, disturbed or "pathological" mourning, due to the specific characteristics of this kind of traumatic event. Doka indicated that pregnancy loss was a socially unrecognized loss, and that therefore the loss could become "disenfranchised'' and the grief complicated [13] . Social support may be minimal or totally lacking since members of the social network often did not see the child, and particularly in the case of early miscarriage, may not even have known about the pregnancy [S, [14] [15] [16] [17] [18] [19] [20] [21] . For the parents themselves, pregnancy loss lacks reality, since sometimes they did not even see the baby, and, particularly often in early pregnancy loss, no funeral or any other kind of memorial service is held 114-16, 18,21-241. When parents lose their child, they also lose their fantasies about the baby and the future. Therefore, they have to deal with a "double" loss [14, 20, [25] [26] [27] . The mother in particular may experience a loss of self-esteem, because she might feel that she has failed as both a woman and a wife [ll, 201 . The loss represents a second crisis, following upon the crisis of pregnancy itself where a happy ending had been expected [14, 19, 28, 29] . In most cases the loss is sudden and unexpected and therefore relatively difficult to deal with [25, 261. Dealing with pregnancy loss can be further complicated by the fact that fathers and mothers grieve differently following pregnancy loss [20, 23, . As the cause of the loss remains unknown in many cases, the mother may blame herself for the death of the baby and may experience strong feelings of guilt because she was the one who was carrying the child [ 11, 20, 24, 33] .
Given the assumed relationship between a pregnancy loss and problematic mourning, several researchers have sought to determine which parents may be particularly at risk of developing more complicated grief reactions. Some important predisposing factors have been found. These are increased pregnancy length, mental health symptomatology prior to the loss, poor physical health prior to the loss, poor social support prior to the loss, and low marital quality prior to the loss [ll, [34] [35] [36] [37] . Knowing these factors is important for professional care. Furthermore, it helps to identify at an early stage whether particular parents are at risk, and they could be offered extra support to prevent the development of disturbed reactions. There is, however, a major problem in that there seems to be no consensus as to what constitutes "normal" and what constitutes "pathological" mourning [38] . As a consequence, researchers use a wide range of definitions and it remains questionable how often pathological mourning following a pregnancy loss really occurs and which parents are indeed at risk of complicated reactions. Given this situation, it would seem worthwhile to review the literature in order to gain a more accurate insight into which reactions following pregnancy loss can be expected to be normal in the course of grief and which responses seem to indicate problems dealing with such a loss.
In this article, the following questions will be addressed 1) How is pathological grief folIowing pregnancy loss defined? and 2) How often do parents develop pathological grief according to empirical studies on early pregnancy loss (miscarriage) and late pregnancy loss (stillbirth, perinatal loss, neonatal death)? In the discussion section of this chapter a more concordant definition of pathological grief following pregnancy loss will be suggested. Because the loss of a baby has much in common with the loss of a beloved older person, we will first discuss the relevant insights concerning normal and pathological grief from the general bereavement literature, before reviewing the pregnancy loss literature.
GENERAL BEREAVEMENT STUDIES
Studies into general bereavement have provided substantial knowledge on the process of mourning. As early as the 1940s, Lindemann wrote on the characteristic grief reactions of bereaved individuals [39] . Bowlby [40] , Parkes [41] and KiiblerRoss 1421, described common grief responses in terms of phases, or stages of grief. As the bereaved individual had to detach emotionally from the deceased, it was supposed that he or she had to work through all of the phases of grief before mourning was finally resolved [40, 43] . Although this attachment theory and the model of grief derived from it is still found to be the most useful concept within bereavement research 1383, the stage model is nowadays more used as a tool for understanding the reactions the bereaved may experience. As Schuchter and Zisook summarize:
Grief is not a linear process with concrete boundaries but, rather a composite of overlapping, fluid phases that vary from person to person. Therefore stages are meant to be general guidelines only and do not prescribe where an individual "ought" to be grieving in the grieving process [44, p. 231.
Wortman and Silver even oppose the notion of "having to live through the emotions following a loss" as, in their opinion, not all individuals grieve for a loss [45] .
With regard to the time needed for grieving, it used to be that the bereaved person was expected to recover from the loss "in a relatively short time." Peretz stated that normal grief could last up to six months or a year [46] . Parkes also mentioned six months as the usual grief period [47] . Nowadays, more authors agree that the time needed to grieve differs from individual to individual, and therefore a standard duration is hard to define [43] . It is thought that some individuals may continue to grieve endlessly over a loss [44, 45] .
As it is more and more accepted that each individual can grieve over a loss in his own manner and at his own pace, the boundaries for those responses that are considered "normal" have become more flexible. It is therefore not surprising that there are no clear definitions of "normal" and "pathological" grief. According to Horowitz and his colleagues the inability to adapt after a loss experience is termed pathological grief [48] . Bowlby suggests that pathological grief distinguishes itself from healthy forms of grieving by the length of time during which grief persists and the extent to which mental functioning is influenced [40] . The length of time which he considers to be normal is, however, not defined. Middleton and colleagues see an intensification or inhibition of the phenomena of normal bereavement, or a delay or prolongation of the processes of normal grieving, as indicative of pathological grief [38] . It seems, then, that pathological grief reactions can be differentiated from normal responses to a loss by means of two axes; a "time axis" and an "intensity axis."
Several subtypes of pathological grief have been suggested in general bereavement research. Four of these are: delayed grief, chronic grief, masked grief, and exaggerated grief. Experts working in the field of bereavement believe the most readily in the existence of delayed grief and chronic grief [38] . In deZuyed grief, grief may be (almost) absent immediately following the loss and, as a consequence (re)appear to an excessive extent at a subsequent loss or at reminders of the former loss [ . This is defined as a denial of feelings about the loss; the individual presents no external signs of grieving, and continues to act as though nothing has happened. Worden who refers to this type of pathological grief as "masked grief," believes that, since the grief is repressed, it generally manifests itself in one to two ways: it is masked either as a physical symptom or through some type of maladaptive behavior [43] . In both cases the bereaved does not connect these symptoms with the loss experience [43] . The term "masked grief' is used in this article to draw a clearer distinction from delayed grief. Opinions are divided on the existence of other subtypes of pathological grief [38] . There are those who label as "pathological grief" psychiatric disorders such as a clinical depression when they follow a loss [43,51]. Worden. who refers to the development of a psychiatric disorder following a loss as exaggerated grieJ also includes anxiety disorders, post-traumatic stress disorder (PTSD), and substance-abuse disorder [43] .
PREGNANCY LOSS RESEARCH
Researchers in the field of pregnancy loss have determined their own criteria for differentiating "pathological" grief from "normal" grief. Table 1 provides an overview of empirical studies on pregnancy loss, and the definitions used for pathological grief.
The empirical studies in the field of pregnancy loss will be discussed in relation to the four subtypes of pathological grief mentioned previously: delayed, chronic, masked, and exaggerated grief.
Defining and Assessing Pathological Grief Following Pregnancy Loss
Since delayed grief can only be assessed after a relatively long time, it has received relatively little attention. The majority of studies present no clear criteria with regard to the "time-axis'' of the course of grief [5, 52, 531 . A problem concerning this kind of grief is that an absence of responses shortly following a loss may indicate feelings of denial and shock, i.e., the first stage of grief which could last from a few hours to a week or more [40] . LaRoche and colleagues seem to confuse delayed grief with an absence of response as a result of shock, since in their definition, "delayed grief' was marked by an onset of responses within three months after an absence of response immediately following the loss; and this, they termed "pathological" [54] .
Several researchers have studied chronic grieJ but definitions of "chronic" vary. Turner and colleagues considered grief reactions after one month following miscarriage as prolonged [55] . As the normal course of grief is expected to last for at least six months to a year, these responses can hardly be considered chronic reactions to pregnancy loss. A time frame of about a year as a normal grief trajectory following pregnancy loss was used in two studies [52, 56] , and in only one study were intense grief responses in the first two years following pregnancy loss considered to be a normal response to the loss [5] .
Sometimes the "replacement child syndrome" [57, 58] is mentioned in connection with pregnancy loss [49, 59] . This syndrome could be regarded as a masked grief reaction, as grief is repressed and the feelings of emptiness engendered by the loss of the baby are assuaged by the birth of another child [58] . Moreover, the subsequent child is idealized in a way which could be regarded as a maladaptive behavior, one of the key signs of masked grief [43] . In two studies the "replacement child syndrome" is used as a possible indicator of pathological grief [60, 61] . In these studies an over-idealization of the dead infant and not seeing the subsequent child as a separate individual are used as key signs of pathological grief. In some studies, maladaptive behavior such as being socially immobilized [ In conclusion, the subtypes of pathological grief which are more frequently studied are chronic grief and exaggerated grief. In reviewing the definitions used for chronic grief, it becomes obvious that researchers have different views with regard to the normal time course of grief following pregnancy loss, and in general parents are expected to get over the loss in a relatively short time. A similar variety of views is found when one looks at the intensity of responses within the definitions of exaggerated grief. Psychological complaints are seen by some as a pathological response, whereas these might more easily indicate that pregnancy loss is a significant life event that, for a time, evokes a mental imbalance. In a few studies, the response was termed pathological if a psychiatric disorder had developed as a result of pregnancy loss. Delayed grief has been investigated only incidentally, and it is amazing that the absence of reactions only in the first weeks following a loss is sometimes considered pathological. As far as masked grief is concerned, the "replacement child syndrome" has received little empirical attention, and although physical symptomatology and maladaptive behaviors have been more widely studied, it remains unclear as to whether they do indeed result from the previous repression of grief and really do indicate pathological grief. In general, there is no consensus on definitions.
Findings Related to Pathological Grief
In the first year following miscarriage or perinatal loss, approximately 20 to 30 percent of women have been found to show "pathological" grief [55, 56, 681, which, according to the definitions employed in those studies, can be classified under the chronic subtype of pathological grief. After two years 20 percent of the women still indicated that they had not been able to accept the miscamage or stillbirth [5] .
Delayed grief was thought to be present in 4 percent of women following either miscarriage or stillbirth [5] . In 13.2 percent of the parents, mainly men, a delayed response was found at two years following pregnancy loss [52] .
In the masked subtype of pathological grief, no conclusion can be drawn with regard to the occurrence of the "replacement child syndrome." An impairment in social functioning or somatic complaints are found in approximately 20 to 30 percent of men and women within the first six months following neonatal loss [62, 631, but it is not certain whether these reactions can be regarded as pathological since it is not known whether they occurred as a result of repressing grief.
With regard to exaggerated grieA around 30 to 50 percent of men and women show psychological complaints such as feelings of depression and anxiety within the first year following pennatal loss [ l l , 651. After a year this percentage drops to approximately 10 percent [ll, 171 to 30 percent [lo, 361. In one study [60] , women's grief was examined twelve to fourteen years following stillbirth. After this time 31 percent of the women still evidenced severe psychological complaints. About 10 to 15 percent of the women who had experienced a perinatal loss met the criteria for a psychiatric disorder in the first two years following the loss [17, 631. Women rarely seek psychiatric care following perinatal loss; fewer than 6 percent of women asked for this during the first year following neonatal death [3, 7, 81, and about 4 percent asked for it within the first three years following stillbirth [4] . In these studies most women who had previously received psychiatric care, needed it again after the loss of their child.
Of the studies on the psychological impact of miscarriage [67, , only one [67], terms a strong psychological response as "pathological." It has been reported that, within the first six months following miscarriage, about 30 to 50 percent of women show severe depressive symptomatology or symptoms of anxiety [70-731. Approximately half of the women could be diagnosed as having a psychiatric disorder within the first three months following miscamage [67, 69] .
Before discussing the results, the design characteristics of the studies on pregnancy loss are first critically reviewed in the next section, as they might explain differences in results.
Design Characteristics of the Studies onPregnancyLoss
Studies on pregnancy loss conducted in the seventies and early eighties are characterized by relatively small sample sizes, often of less than fifty individuals [3, 17, 54, 56] . Although some later studies, in particular those conducted the most recently, have used larger samples [52, 641, the frequent use of small samples, together with the fact that respondents are often not randomly selected, limits the generalizability of the results. For example, in the study by LaRoche and colleagues, half of the original research sample had dropped out by the follow-up assessment and were replaced by newly recruited women [17, 541 . Others have recruited parents by means of newspaper announcements [5] or support groups [36, 64, 661 . It is highly likely that in groups formed, thus the number of parents found to evidence pathological grief would exceed the number that might be found in a randomly selected group. In future research, more attention will have to be paid to recruitment procedures.
Another shortcoming is that meager use is made of comparison groups consisting of women who are pregnant or who have given birth to a living baby. As the transition to parenthood can also be stressful [74-761, comparison designs should be advocated in order to gain information focused on the impact of pregnancy loss. Only a few studies which were not specifically concerned with pathological grief have used comparison group designs [72,73,77-791. Although grief is a process and reactions change over time, repeated assessments of grief are only seldom carried out. The majority of studies include only one assessment of grief [3,5,7,10,36,56,60,62,64-671. In the future in order to gain more knowledge on the course of grief following pregnancy loss, longitudinal studies with repeated assessments of grief, covering a relatively long period of time, should be conducted.
DISCUSSION
Research on grief following pregnancy loss is characterized by different methodological shortcomings. A major shortcoming, however, is that pathological grief is neither well defined nor measured. Based on the general bereavement literature, empirical studies on pathological grief following pregnancy loss were reviewed on the basis of four subtypes of pathological grief: chronic, delayed, masked, and exaggerated grief.
With regard to chronic grief reactions, the main issues are how long grief reactions can continue before they are considered to be abnormal and they might be seen as an indicator of pathological grief. An examination of the findings of studies on long-term grief following pregnancy loss reveals that parents are expected to get over the loss of their baby relatively quickly. What is also apparent, however, is that many women have not worked through their grief by the end of the first year. The more liberal view that grieving will last for one to two years after a pregnancy loss is more appropriate. This will be particularly true where the loss occurs later in the pregnancy. There is little real long-term research into chronic grief. It is sometimes reported that around 20 percent of women show chronic grief reactions, but this figure is derived from relatively short-term research, i.e., within a year [56] . The issue of long-term grieving in women following pregnancy loss has to be addressed further in future research.
From the few studies on delayed grief following pregnancy loss, it seems that this type of grief is apparent in only a small minority of women following such a loss. It might also be cautiously concluded that men are more prone to delayed grief than women. A delayed grief reaction is, however, empirically hard to identify. A small percentage of parents do not show any reaction to the loss at all. Although these parents are believed to repress feelings, it might be that they are not emotionally moved by the loss [45] , or feelings have already subsided after a few days.
No firm conclusions can be drawn on the existence of the subtype of pathological grief known as "masked grief." In the first six months following pregnancy loss, women evidence somatic complaints and behavioral changes, but none of the studies showed conclusively that parents had developed behavioral changes or somatic complaints as a consequence of repressing grief. There was no evidence, therefore, of masked grief in the sense put forward by Worden [43] . It seems more likely that in the first months following pregnancy loss, a number of parents exhibit somatic complaints and an impairment in social functioning as a normal reaction to the loss. It may be that some parents do indeed develop masked grief reactions, but it cannot be ascertained with any degree of certainty how often this
The incidence of exaggerated grief varies markedly, depending on the criteria used and the time of assessment. The studies that have examined the presence of a psychiatric disorder in women following pregnancy loss have shown that about 10 to 15 percent of the women meet the criteria for a psychiatric disorder. From the scant research that has been carried out into the proportion of women who seek specific psychiatric support following pregnancy loss, it emerges that this applies to only a small minority, less than 10 percent of the women. It is however possible to draw some tentative conclusions from the information obtained. Most of the women who did so had received it earlier in life. It would seem that a pregnancy loss causes such severe stress to parents that it can trigger the recurrence of mental health problems [48] . Psychological complaints would seem to be fairly common among women following pregnancy loss. Depressive symptomatology is particularly common in the first six months, which is not surprising since grief and depression are very much linked [go, 811. From the empirical studies in which psychological reactions were not labeled as pathological grief responses, it also appears that a substantial number of women (approximately 30 to 50%) develop severe depressive symptomatology in the first six months following miscarriage.
occurs.
Taking altogether the findings of the empirical studies on pregnancy loss, it can be concluded that severe psychological complaints or behavioral changes and somatic complaints are fairly common responses in the first six months following pregnancy loss, since they are present in approximately 20 to 50 percent of women and men. A psychiatric disorder seems to be less common since only about 10 to 15 percent of the women develop such a disorder during the first two years following perinatal loss, and less than 10 percent of women seek specific psychiatric care. After two years, one in five women report that they have not been able to accept the loss. Delayed grief occurs in about 4 percent of the parents following pregnancy loss and seems to occur more often in men than in women. It must, however, be noted that these figures would have been lower if the definitions of pathological grief had been more stringent and the designs of the studies more rigorous.
For research purposes, and on the basis of this review, we would like to suggest a more narrow definition of pathological grief following pregnancy loss. We suggest that when parents still show great difficulty accepting the loss after one-and-a-half to two years, this might be viewed as a chronic grief response. Another symptom of difficulty in handling the loss would be if parents feel themselves to be in need of professional care because of the loss. Depressive reactions, somatic complaints and an impairment in social functioning in the first six months following pregnancy loss do not seem to be uncommon. A psychiatric mood disorder according to the DSM-IV criteria could, however, be an indication of an extreme response. Evidence of other psychiatric disorders such as anxiety disorder, post-traumatic stress disorder or substance-abuse disorder according to DSM-IV, could be an indication of an exaggerated grief response, while showing a delayed reaction to pregnancy loss after two years could be an indication of pathological grief.
Future research should be aimed at looking for the key signs of a problematic outcome after a loss experience. Stronger designs in which repeated assessments are taken over a period of two years or even longer after the loss should be advocated. Making use of a comparison group design might be helpful in distinguishing psychopathology that develops as a result of the loss experience from that which results from the normal transition to parenthood. Other psychiatric disturbances following pregnancy loss also have to be studied. For example, post-traumatic stress disorder has not yet been empirically studied in relation to pregnancy loss, although Condon [82] has already noted similarities in the reactions a woman showed following pregnancy loss and the criteria for this disorder.
Research has often concluded that a relatively large number of women seem to be at risk of a problematic outcome following pregnancy loss. This conclusion is partly a result of flaws in the empirical studies in this field. If a more narrower and more concordant definition of pathological grief following pregnancy loss were employed, the percentage of parents evidencing pathological grief would very likely be substantially lower than those so far reported. Probably only a small minority of women (perhaps around 10 to 15%) are actually at risk of developing psychiatric disturbances following pregnancy loss. Although the impact of a pregnancy loss has long been underestimated, and it now seems clear that women in particular may be greatly affected psychologically by pregnancy loss and may in fact show psychiatric symptoms during the first six months, most women seem to be able to recover from a pregnancy loss in the course of time, drawing on their own strength. However, some parents might need bereavement counseling to guide them through the grief process in order to prevent complicated grief reactions. In some cases specialized professional care will be needed to help the parents work through grief and enable them finally to accept the loss of their baby.
